vaccine storage. Particular attention should be given to training of people responsible for vaccine storage, in the use and care of equipment such as maximum and minimum thermometers and thermostat controls. The maximum and minimum storage temperatures should be recorded daily irrespective ofthe type ofrefrigerator, and the thermostat should be adjusted when temperatures are outside the recommended range. Thirdly, use of the refrigerator for storing other items should be minimised to avoid frequent opening of the door, and, fourthly, local guidelines should address the safe storage of vaccines during transportation.
Introduction
Asthma is a common illness in the United Kingdom; 6% of the population have asthma, and it is responsible for 2000 deaths a year.' It is estimated that more than 10% of children have asthma and that the prevalence, severity, and mortality have increased in recent years in both adults and children.23 Suboptimal care in general practice has contributed to this state ofaffairs.45 Recently guidelines on the management of asthmatic patients have been published.267 These provide detailed recommendations for prophylaxis and management of acute and chronic asthma, but it is too early to evaluate their impact on the care of asthmatic patients in the community.
For many years we have held special clinics in the Darley Dale practice for patients with hypertension and diabetes, and, although these have not been the subject of any formal audit procedures, we believed that better care was provided for patients attending these clinics than was the case previously. In 1989 we had felt for some.time that we were not providing optimal care for our asthmatic patients, and when my trainee at the time expressed an interest in the management of asthma we worked to produce a practice protocol, which led to the establishment of an asthma clinic.
The aim of this audit was to ascertain whether better care has been provided for our asthmatic patients as a result of setting up the asthma clinic.
Subjects and methods
This training partnership of four principals is based in semirural west Derbyshire. The POST-CLINIC AUDIT After the asthma clinic had been in operation for one year a review of the care provided for asthmatic patients since the clinic was set up was undertaken, Admissions to hospital with acute asthma-Four emergency hospital admissions were made for patients with acute asthma in each year.
Discussion
Before undertaking this first audit exercise on the care of patients with asthma in Darley Dale we had little knowledge of who our asthmatic patients were, how severe their asthma was, and what treatment they were receiving. As a direct result of setting up the asthma clinic and discussions on the protocol for management of asthmatic patients that were a prerequisite for this, we can now identify our asthmatic patients much more easily as almost all of them now have the term "asthma" entered in their computer problem list. The importance of making a formal diagnosis of asthma and entering this term in the records has been shown by Gellert et al. 8 We now have better information regarding the smoking habits of our asthmatic patients, and more of our patients have more peak flow readings recorded than was the case before starting the clinic. Long term medication for asthma was well recorded before the clinic started. The practice has for several years had a computerised medication file for all patients receiving continuous drug treatment over many months or years, and drugs for asthma were recorded in this file.
Bell et al have shown that although the introduction of audit in the hospital care of acute asthma may improve processes such as clerking and record keeping, it may result in relatively little improvement in clinical care.9 However, Charlton et al reported an improvement in illness due to asthma in both adults and children after starting a nurse run asthma clinic.0I Although we found an improvement in record keeping as a result ofstarting the asthma clinic, almost certainly due in part to the wider awareness of asthma among members of the practice team, overall clinical improvement among our asthmatic patients proved much more difficult to detect. Good prophylaxis against asthma should be associated with a reduction in the number of courses of oral steroids and salbutamol nebulisation administered for acute attacks, yet we were unable to show such a reduction. This may have been associated with improved education and greater awareness of the potentially lifesaving effect of these drugs in acute severe asthma and a readiness to use them more frequently and earlier in an attack. The availability of more nebulisers in the practice-we now have six compared with one two years ago -may also be a factor.
INDICATIONS OF IMPROVED STANDARDS
One outcome measure we considered to be a good indicator of improved standards of care as a result of starting the asthma clinic would be a demonstration of overall improvement in patients' peak expiratory flow rate. We felt that in at least 80% of our asthmatic patients the ratio of average to best peak expiratory flow rate should be better than 80%. In both years under review this was shown to be the case, although improvement found after the clinic was started was not statistically significant. This ratio was chosen as a more realistic measure than average to predicted peak expiratory flow rate would have been as many asthmatic patients never approach their predicted peak expiratory flow rate, taking account of their age, height, and sex, even when they are well. Although the peak flow meter has been regarded as not crucial to the management of asthma," it does provide a valuable objective indicator of the presence and severity of asthma. 2 Another good outcome measure of the effectiveness of intensive monitoring and education of patients in a general practitioner asthma clinic would be a reduction in the number of hospital admissions for patients with acute asthma. This audit found the same number of patients admitted to hospital in 1989 and in 1990. A longer term review will be needed if asthmatic patients are to be shown to require less hospitalisation as a result of regular attendance at an asthma clinic.
One disappointing feature of this audit shows that proportionately fewer patients were reviewed with respect to their asthma in 1990, after the clinic had started, than in 1989. This was mainly due to each two hour clinic session rapidly becoming fully booked as some patients with poorly controlled asthma required frequent repeat attendances. Additionally, many more asthmatic patients were identified in 1990 than were known in 1989. Failure to see every patient with asthma within the first year of starting the clinic and difficulties in showing improved clinical care in terms of reduced requirement of drugs used in treating acute asthma and reduced hospital admissions have emerged in this first audit of asthma care in Darley Dale. As a result of this study our management of asthmatic patients will in the future concentrate on obtaining a higher annual attendance rate at the clinic, with renewed emphasis on prophylactic measures. We are also considering starting a second weekly clinic. A future repeat of this audit cycle will monitor these activities further, and the activity of the asthma clinic will be re-evaluated in the light of subsequent measured outcomes along these lines. 
